analysed scores for eight patients tested identically following amytal (30-40 mg) injected directly into a posterior cerebral artery (PCA), to the inactivate hippocampus without causing aphasia. Mean scores (maximum = 8) by dominance/pathology were: for ISA normal D = 6.4 ND = 4.2, pathological D = 35 ND = 21; for PCA, normal D = 7.5 ND = 7.7, pathological D = 5.0 ND = 2.0.
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On ISA normal D vs. ND differ significantly (P < 0.05). The difference disappears on PCA. So, it is not due to primarily mnestic factors, and should be allowed for in assessing ND normality on ISA. The aim of the study was to identify possible disturbances of sensorimotor gating and of habituation of the eye-blink response in patients with non-epileptic seizures (NESS). Prepulse inhibition (PPI), as an operational measure of sensorimotor gating and habituation was studied in 21 patients with NESS and 22 healthy controls. Six NESS patients were taking anti-epileptic drugs (AEDs) at the time of testing. The PPI was significantly impaired in the NESS group compared with the controls (P < 0.05), with deficits being greater in unmedicated patients (P = 0.01). There was a trend for medicated NESS patients to show higher PPI than unmedicated patients, but this was not significant (P = 0.08). Habituation was intact in both medicated and unmedicated NESS patients. It is proposed that deficits of information processing related to sensorimotor gating in patients with NESS may be associated with abnormalities within the limbic system-basal ganglia circuitry which have been shown to be the substrate of 'gating' assessed by PPI. This study suggests that such impairment may be improved by AEDs. It was also found that anxiety had a role in the deterioration of PPI in the NESS group.
National Hospital for Neurology and Neurosurgery; Queen Square, London, UK Eight cases are presented. All the patients experienced bouts of altered consciousness, five had the diagnosis of epilepsy. Features, which had suggested the diagnosis of epilepsy included black-outs, trance-like behaviour or unresponsiveness, gaze fixation, urinary incontinence and disordered behaviour during the bouts. After comprehensive neurological and vestibular testing the diagnosis was revised. A history of vertigo, defined as the illusion ofmovement, preceding or following the ictus, the frequency of the attacks with little cognitive dysfunction but with a greater impact on handicap, the lack of response to anticonvulsants and, in some cases a normal electroencephalogram (EEG) or one with non-specific features raised doubts about the diagnosis. Positive findings included the mimicking of symptoms during the Hallpike manoeuvre and bithermal caloric tests. During these tests, hyperventilation, gaze fixation, vigorous jactitation, altered responses, apparent confusion, and urinary incontinence occurred. However, no abnormal neurological signs were present, apart from the classical signs of benign paroxysmal positional vertigo (Case I) and a canal paresis. In three patients, an EEG during bithermal caloric testing revealed no epileptiform activity despite behaviour typical of the attacks.
The diagnosis of vestibulogenic 'pseudoseizures' is a diagnosis by exclusion. Vestibular pathology can be treated. The diagnosis does not exclude the possibility of co-existent epilepsy. Patients with epilepsy, who have vertigo, should have a comprehensive neuro-otological examination.
The relationship between recurrent seizures and mesial temporal sclerosis We studied the clinical histories and neuropathology of 17 patients with intractable epilepsy associated with infarction of the middle cerebral artery territory who underwent anatomical hemispherectomy. In 6 of the 17 cases mesial temporal sclerosis (MTS) was present. Patients with MTS were more likely to have had a precipitating event after the postnatal period (P = 0.005). Conversely, 7 of 11 patients in the non-MTS group and 1 of 6 patients in the group with MTS had a possible ante-or perinatal adverse event. Patients with MTS were also more likely to have a right-sided ischaemic lesion (P = 0.03). There was no difference in age of onset of seizures, occurrence of febrile or prolonged seizures, or frequency or duration of seizures between those with and without MTS. This study examines the relationship between precipitating injuries in ante-, peri-and postnatal life and subsequent development of MTS. Until our Neurophysiology Unit is complete, although we can offer video and electroencephalogram (EEG) seizure registration we are unable to do this at night and have to confine recording to the day time. Opportunity was therefore taken to see if day-video EEG monitoring was useful and in particular to compare the results of routine monitoring in which patients get a routine appointment (usually for 2 days monitoring with sleep deprivation after the first day) with similar day monitoring on patient demand (when they or their relatives feel they are most likely to have a seizure-patients can ring in at such times and can usually be accommodated for video EEG monitoring on that day). Audit suggests that patient-demand monitoring is much more likely to register an epileptic seizure than routine monitoring (in neither case was medication reduced or withdrawn). Routine monitoring is as effective as patient-demand monitoring in terms of capturing non-epileptic events presumably because non-epileptic events do not share the same relationship to the menstrual cycle nor occur in clusters, as do epileptic events. We are sufficiently impressed with the results of patient-demand day monitoring to continue to use this method even when beds shortly become available for overnight monitoring. We have been developing a smell memory technique-using a conditioned odour memory as a countermeasure against an expected or detectable oncoming seizure. This has proved helpful to some patients: it works best if patients have a few preliminary aromatherapy massages with their chosen oil, before developing the conditioned response using an autohypnotic technique. We have, therefore, been studying the effect of various aromatherapy oils given by massage on the electroencephalogram (EEG). We describe the effect of two massages with jasmine aromatherapy oil (done at the same time of day and the same point in the menstrual cycle under the same conditions) on the EEG of a patient with frequent but clinically silent generalized spike-wave bursts in her EEG which had been a consistent feature of this patients EEG for over 2 years (and were increased by sleep deprivation and hunger). Sniffing the oil and hypnotic induction increased spike-wave discharge over baseline: massage with diluted jasmine oil reduced the patient's spike-wave discharge: after the second massage spike-wave activity totally disappeared from her EEG and had not returned a month later. Is there an anticonvulsant in jasmine? Are we producing a conditioned pharmacological response?
Day-video EEG
Indications for videotelemetry prior to mesial temporal lobe sclerosis epilepsy surgery Radcliffe Infirmary, Oxford, UK Some authorities recommend video-telemetry (VT) before all temporal lobe epilepsy surgery (TLES) to predict outcome more accurately. Videotelemetry is expensive and can entail risk from convulsions. Therefore, indications for its use need to be established.
